In the management of pulmonary tuberculosis, as in military affairs, it is possible to differentiate between strategy and tactics. By means of chest radiography the field of operations can be mapped out with great accuracy, the disposition of the opposing elements be closely assessed and their probable behaviour often be anticipated. This, together with a knowledge of the terrain, enables a plan of campaign to be evolved and action decided upon by a certain measure of remote control. This has sometimes led to the disparaging comment that chest physicians treat, not patients, but X-ray films. But such criticism takes no account of the physician's major functions-the tactical approach to the patient in the clinic and at the bedside.
The Round Focus
For example a patient who is quite symptom free may be discovered on radiography to have a localized opacity or ' round focus' in his lung. This will lead to a discussion among his physicians, centred very largely upon radiological appearances, as to the aetiology and probable behaviour of the lesion. Its size, consistency and position will all be taken into account. The patient's age and sex, his family history and his contacts, his work and his habits will come under review. Is this a Tecently developed shadow or is it a relic of the long past, perhaps a healed primary focus? Does it contain calcium? It may be decided that it does, in fact, represent a reaction to the tubercle bacillus and its behaviour may well depend not only upon its size but upon the way in which it has developed. It may represent an adult primary focus or it may be a localized mass of granulation tissue (a tuberculoma); it may be a patch of atelectasis secondary to a tuberculous endobronchitis. At the back of the physician's mind lurks the possibility that it may be a neoplasm. The surgeon is in a strong position when he says ' When in doubt take it out.' But awaiting the physician in his consulting room is an apparently healthy young man or woman. Already the opacity in this patient's lung has cast a shadow across his life. He has been recalled for a large film, he has had tomograms taken, he has had blood taken for E.S.R. and a laryngeal swab. Obviously there is something wrong. It may well be that the physician has by no means made up his mind about the prognosis, but no such doubts must be communicated to the patient. Unless he has decided upon resection he must come down firmly on the side of reassurance. An explanation of the ubiquity of the tuberculous infection and the common finding of scars in the lungs of healthy people should be his theme and he should emphasize the routine nature of a check up in such cases. It must be pointed out that it is usual to repeat the check up periodically for a time. But there must be no dubious shaking of the head concerning the future. The doctor must take the risk of being wrong rather than inflict months of anxiety upon the patient and his relations. It is, indeed, an unfortunate feature of mass radiography that it has bred much avoidable neurosis.
Active Tuberculosis
In the case of the round focus discovered by routine X-ray, the management of the case lies broadly between prophylactic resection and prolonged observation. his trouble. He will often associate it with specific -periods of stress or exposure to adverse conditions, and in this he may well be right. This is indeed a good starting point for rehabilitation and it will give the patient confidence that he will be able to avoid similar circumstances on his return to his normal mode of life. Such a discussion will also help to establish good rapport because the patient -will feel that the doctor really understands his particular case. The physician working in a hospital or sanatorium has an advantage in this way because he sees his patient almost daily for many months and while steering him through the crisis of his -illness, comes to know him very well. In the past -when active therapy was minimal and community organization was paramount in treatment, the Medical Superintendent could act in the capacity of counsellor to all of the patients in the sanatorium. But now that treatment is individual and -intensive the bedside tactics should be left to the 'ward doctors, and the physician in charge should *direct strategy from a position of vantage. The patient should only have one doctor at a time. The appointment of highly qualified and keen clinicians to clinic posts, with a considerable number of beds under their care, has perhaps tended to change the emphasis in chest clinic work from prevention and after-care to bedside treatment. It would seem that there is scope for the appointment of a second permanent physician unless the long-term after-care of tuberculous -patients is to be largely undertaken by a succession *of registrars. This latter arrangement is disconcerting to the patient, who may never see the same doctor twice, but there is an obvious limit to the amount of work that the chief physician can undertake.
Major Surgery
The association of physicians and surgeons in the treatment of pulmonary tuberculosis is close and rewarding. There is, at times, a divergence of opinion upon expediency and timing, but more often, a convergence of approach to the final problem, which is the prevention of relapse. It is a good working rule for the physician to decide which of his patients will benefit from major surgery and to present them to the surgeon at the right time; but the surgeon alone can decide whether or not he wishes to operate and what procedure he considers to be appropriate. As has been said, the function of major surgery is the prevention of relapse, and this implies that One of the major functions left to the physician in the field of thoracic medicine is the assessment of ' general condition.' In tuberculosis the problem is seldom one of cardiovascular function but rather of respiratory reserve and moral fortitude. The assessment of respiratory function by bronchospirometry has been considerably advanced in Tecent years and much information can now be -expressed in a factual manner. Of particular value in tuberculosis is the differential evaluation of function in either lung. Upon such an assessment may be determined the feasibility of pneumonectomy. But the procedure remains a little complex and differential bronchospirometry is definitely harassing to the patient. Alternatively simple vital capacity assessments reveal little of value. On the whole it is probably true to say that apart from the exceptional case the physician should be able to make his own assessment trom clinical examination and from radiological appearances. Generalizations are known to be dangerous but where respiratory function is in doubt thoracoplasties are safer than resections and post-operative shock is often more pronounced after plombage.
The assessment of ' moral fortitude' is not without importance. It is best considered by an unhurried conversation with the patient upon matters not necessarily associated with his disease. The apparently phlegmatic patient is not ipso facto the best candidate for the stress of a three-stage thoracoplasty. The experienced ward sister is, however, often a good judge not only of the patient's reaction to a surgical programme but also of the right time for intervention.
It is true to say that chemotherapy has added very greatly to the numbers of cases in which major surgery is feasible, but surgery is not an end in itself and it is still the function of the physician to avoid thoracotomy if this will not prejudice the patient's future. A major operation upon the chest wall and upon the lung itself is a serious catastrophe for a young man and even more so for a young woman. To recognize this fact is not to decry the life-saving nature of such operations. Under modern conditions operative mortality is low (albeit not negligible), but physical and psychological trauma is very considerable. The physician's task is made more difficult by the current belief among patients that surgery is the only certain method of cure and that the sooner it is over and done with the better. Moreover one of his chief alternatives to major surgery, pneumothorax, has suffered eclipse during recent years.
Pneumothorax
There are good reasons why some physicians are now reluctant to induce a pneumothorax. The treatment has been seriously abused in the past for the ease of induction and the lack of alternative treatment resulted in wholesale ' crash pneumothoraces' without adequate bed rest and without regard to the dangerous mechanical situations engendered. Ill advised inductions were followed by inexpert management in refill clinics of unwieldy size. The overall result was a very high complication rate and it is probable that in the last two decades much more harm than good has resulted from this form of treatment. For those, however, who by a painful process of trial and error have become aware of the limitations and potential dangers of pneumothorax, the treatment remains of the greatest value in selected cases. The state of the bronchi is all important in the progress and management of pulmonary tuberculosis and one of the chief events to be avoided in pneumothorax is bronchial occlusion.' The effect of streptomycin in conditioning patients for pneumothorax is not altogether clear. As is well known, one of its most obvious actions is upon the bronchial mucosa where it brings about rapid healing of the tuberculous process. The rapidity of healing under streptomycin and the subsequent cicatrization may promote occlusion of the smaller and terminal bronchi, and this in turn gives rise to patchy atelectasis. If the areas had not been coincidentally sterilized by the drugs this result would certainly be unsatisfactory. In any event the radiological appearance of discrete nodules in the affected area is somewhat discouraging to the collapse therapist and suggests resection as the appropriate treatment. Thus streptomycin, by the rapidity of its action, forestalls the induction of pneumothorax. If this results in an increasing recourse to major surgery there might well be an indication for pneumothorax induction in appropriate cases soon after chemotherapy has started. The desirability of avoiding not only fibrosis but also destructive inflammatory changes during the active phase of pulmonary tuberculosis suggests the use of cortisone or ACTH in combination with chemotherapy as an attractive possibility. As these 3tune I1954. 
